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Poster Presentations / 54 (2014) S34eS93S58multivariate logistic regression model, YMSM who reported an IVRS
problemwere more likely to indicate greater educational attainment
(OR¼2.08,95%CI:1.21,3.57;p< .05)thanthosewhodidnot.Wefound
no differences in IVRS problems by study site, age, or race/ethnicity.
Conclusions: IVRS in an acceptable and useful data collection
technology for microbicide trials with English or Spanish speaking
YMSM; yet, careful attention to phone signal reliability, data
cleaning, questionnaire design, and participant fatigue are needed.
We discuss strategies to optimize future development of IVRS data
quality protocols based on lessons learned.
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Purpose: Adolescents make up a disproportionate number of new
HIV infections in the U.S. In 2010, adolescents aged 13-24 years
made up 25.7% of new HIV infections, despite representing only
21% of the population. HIV/AIDS remains a leading cause of
morbidity and mortality in New York City, and the borough of
Brooklyn is particularly affected. Health & Education Alternatives
for Teens (HEAT) is a clinical care and community outreach
program for HIV infected and high-risk adolescents in Brooklyn,
New York. We aim to evaluate the demographic and risk proﬁles
of adolescents tested for HIV through HEAT’s venue-based
testing in Brooklyn in 2011. We compare this proﬁle with ado-
lescents tested in Brooklyn through New York City Department
of Health and Mental Hygiene (DOHMH)-funded programs. An
in-depth risk proﬁle of youth tested by the HEAT Program in
2011 is described, based on a random sample of risk-assessment
intake forms.
Methods: Demographic and exposure data from HEAT Program
HIV testing was obtained from an administrative database. De-
mographic and exposure data for NYC DOHMH-funded HIV testing
programs in Brooklyn in 2011 were obtained from the DOHMH.
Comparisons of HEAT Program and NYC DOHMH testing data were
conducted using t-tests. HIV exposure risks between groups were
compared with chi square tests. Statistical signiﬁcance was set at
0.05. Analysis was conducted using Stata 10.
Results: In 2011, the HEAT Program tested 575 adolescents through
the venue-based testing program, with a 0.84% positive test rate.
Among adolescents tested at Brooklyn NYC DOHMH-funded sites,
0.34% tested positive. The median age of HEAT testing participants
was 18; 71% self-identiﬁed as African-American, 18% Hispanic, 4%
biracial and 4% as other race/ethnicity. At the neighborhood level,
64% of HEAT testing participants resided in areas where > 20% of
families live below the poverty line, and 6 (1%) were homeless. Self-
reported risk factors were MSM sex (20%), heterosexual sex (70.1%),
WSW sex (6%) and unknown/other (1.5%). The proportion of MSM
tested at HEAT Program venues was greater than DOHMH-funded
sites (P< 0.001). All participantswith positive test results fromHEATHIV testing venues listedMSM sex as their potential exposure; these
individuals were linked to medical care. Among the random sample
of HEAT Program intake forms reviewed, 82% of participants re-
ported any sexual experience; 73% reported recent sexual activity.
Adolescents reported a median of 1 recent partner, and 17.5% re-
ported over 3 recent partners. Among sexually active youth, 40%
reported condom use all of the time, 21% most of the time, and 28%
sometimes, rarely, or never.
Conclusions: The HEAT venue-based HIV testing program in
Brooklyn, New York successfully targeted a population of adoles-
cents at risk for HIV in 2011. Demographic characteristics were
similar to those tested at New York City DOHMH-funded sites.
However, HEAT included a greater proportion of adolescents
reporting MSM sex. In the HEAT subgroup analysis, over 80% re-
ported sexual activity and only 40% reported consistent condom
use. All positive tests were among males with MSM exposure;
additional strategies may be needed to reach the most high-risk
heterosexual adolescents, particularly young women of color.
Sources of Support: None.111.
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Purpose: To examine the effect of an intervention on QOL improve-
ment and agreement between adolescents and family ratings.
Methods: Data were collected from the FAmily CEntered (FACE)
Advance Care Planning randomized clinical trial between July 2011
and August 2013. Eligibility criteria were HIV positive, knew
diagnosis, and a consenting family member. Participants were
recruited from hospital-based outpatient adolescent clinics at
three urban sites. Adolescent/family dyads were randomized into
either the FACE intervention or the Healthy Living Control (HLC).
We analyzed adolescent self-report (n ¼ 72) and family (n ¼ 72)
self-report of perception of child’s QOL, using the Peds Quality of
Life Inventory4.0 (PedsQoL) at Baseline and 3-month post
intervention. Four domains e Physical, Emotional, Social, and
School, as well as Total Score were assessed. Higher scores equal
higher QOL.
Results: 144 participants (n ¼ 72 adolescent/family dyads) were
enrolled. Adolescents’ mean age was 18 years; 43% female; 94.4%
Black/African American; 70.8% perinatally infected. Family par-
ticipant’s mean age was 44 years (range 20 e 77). Randomization
was successful. The intervention did not statistically signiﬁcantly
increase QOL among Control vs. FACE adolescents in a 3-month
observation period (Total Score–Control ¼ 82.1 vs. FACE ¼ 77.9;
Physical–84.6 vs. 84.1; Emotional–78.0 vs. 69.8; Social–94.3 vs.
86.9; School–69.8 vs. 66.1). However, agreement between ado-
lescents’ and family’s ratings increased from Baseline to 3-month
follow-up in two domains for FACE adolescents: 1.Emotional QOL
Congruence increased from 0.21 to 0.61 (ICC Difference ¼ 0.41)
for FACE dyads vs. decrease in congruence for HLC dyads from
0.49 to 0.41 [Interclass Correlation Coefﬁcients (ICC) difference
-0.09]. 2. Social QOL Congruence increased from 0.41 to 0.62 (ICC
Difference ¼ 0.21) for FACE dyads with a comparable increase for
